Objective To evaluate the predictive value of SYNTAX Score II (SS-II) for percutaneous coronary intervention (PCI) in octogenarian (≥ 80 years old) undergoing PCI. Methods & Results Data from three consecutive years of octogenarian undergoing PCI from Ruijin Hospital (Shanghai, China) was retrospectively collected (n = 308). Follow up clinical data at one year including all cause mortality, cardiac mortality and main adverse cardiovascular and cerebrovascular events (MACCE) were collected. Patients were stratified according to tertiles of SS-II for PCI: SS-II ≤ 26 (n = 104), SS-II: 27-31 (n = 102), SS-II > 31 (n = 102). After adjustment for confounding factors, SS-II for PCI was an independent risk factors for all cause mortality (odds ratio: 2.77, 95% CI: 1.13-8.06; P = 0.04). Kaplan-Meier curves showed higher event rates for all cause mortality and cardiac mortality in higher tertile of SS-II for PCI (Log-Rank test P = 0.002 and P = 0.001, respectively). SS-II for PCI predicted one year mortality in octogenarian population undergoing PCI. Conclusions In octogenarian, SS-II which incorporated clinical variables with angiographic anatomy variable was suitable in risk stratifying and predicting clinical outcomes at one year.
Introduction


Percutaneous coronary intervention (PCI) in elderly population is increasing. These patients were often excluded in major randomized controlled trials. [1] Short and long term survival data after PCI in this subset of population were scarce and predominantly came from small observational studies with low level evidence. [2, 3] Furthermore, this cohort is often accompanied with more co-morbidities, more likely to face procedural complications and worse in-patient outcomes and quality of life after PCI compared to younger patients. [4] [5] [6] [7] Therefore, risk stratification in this population is essential to understand better which patients would likely to have better outcomes with PCI.
Multiple risk stratification models had been suggested to have predicted outcomes in patients undergoing PCI. The SYNTAX (Synergy between Percutaneous Coronary Intervention with TAXUS and Cardiac Surgery) score quantifies coronary lesions with respect to their location and anatomical complexity. The SYNTAX score (SS) was developed to aid clinicians in choosing the optimum revascularization approach in patients with complex coronary artery disease. [8, 9] For many years, it was considered an important tool in decision making between these choices of revascularization and advocated in European and US guidelines. [10, 11] It was validated in numerous studies and shown to be predictive for clinical outcomes in patients undergoing PCI. [12] [13] [14] [15] However, it was a sole angiographic grading tool only with no consideration for clinical factors.
Clinical factors have been known to have impact on long term outcomes in patients undergoing PCI. Some studies have demonstrated that the addition of clinical variables might provide a better risk stratification and predictive value than anatomical complexity alone. [16] [17] [18] [19] SYNTAX score II (SS-II) was recently developed by applying a Cox proportional hazards model to the results of the SYNTAX trial. SS-II provided difference in four year mortality rate prediction for patients undergoing PCI or coronary artery bypass surgery (CABG). [20] It was internally validated in the SYNTAX trial and externally validated in the multinational DELTA and Credo-KYOTO registries for eastern population.
[2022] The purpose of our study was to determine the usefulness of SS-II in predicting clinical outcomes in octogenarian population at one year from distinct, regional epidemiological characteristics.
Methods
Study population
Data from three consecutive years of octogenarian undergoing PCI from Ruijin Hospital (Shanghai, China) were retrospectively collected. Inclusion criteria were all patients at their eight decade of life undergoing PCI with drug eluting stent (DES) for single or multivessel disease. Exclusion criteria were previous CABG history and the presence of other severe diseases with less than one year survival. From a total of 345 patients who fitted the inclusion criteria, nine patients were excluded from missing angiographic data and 13 patients were excluded from missing follow up data. After excluding patients with previous CABG history, a total of 308 patients were finally included in analysis.
SS-II
SS-II has been described previously. [20] In briefs, SS-II was derived using the predefined algorithm by including anatomical SS, the presence of left main disease and six different clinical variables into account resulting in SS-II. The six clinical variables include age, creatinine clearance (CrCl), left ventricular ejection fraction (LVEF), sex, chronic obstructive pulmonary disease (COPD), and peripheral vascular disease (PVD). CrCl was defined by the Cockcroft and Gault formula. [23] LVEF was taken by transthoracic echocardiography or diagnostic left ventriculography. COPD followed EuroSCORE definition which was defined by the use of long term bronchodilators or steroids for lung disease. [24] PVD followed Arterial Revascularization Therapies Study Part I (ARTS I) definition. [25] The SS-II resulted in two different score for PCI and CABG each. Each score showed four year mortality rate prediction following revascularization with PCI or CABG. Theoretically, revascularization method should be chosen based on which mode of revascularization had the better mortality rate prediction.
Study endpoints and data collection
The purpose of this study was to assess the capabilities of SS-II for PCI in risk stratifying and predicting one year clinical outcomes in octogenarian undergoing PCI. The primary endpoints were all cause mortality and cardiac mortality at one year. Cardiac mortality was defined as all death attributable from cardiovascular causes and all death from unknown or was not attributable from non-cardiovascular events. Secondary endpoint was main adverse cardiovascular and cerebrovascular events (MACCE) at one year. MACCE was defined as a composite of all cause mortality, myocardial infarction, stroke, cardiac hospitalization and target lesion revascularization (TLR).
Baseline data were collected from hospital database and assessed retrospectively. Follow up data were collected from hospital database for primary and secondary endpoints at one year or by telephone interview if no data from hospital database was available. Anatomical SS was calculated using the online version of SS score calculator (www.syntaxscore.com) by two cardiologists blinded to the study baseline and follow up data. In case of disagreement, a third observer was involved and the final decision was made by consensus. SS-II for PCI was calculated using a normogram presented by Farooq, et al. [20] Patients were stratified according to tertiles of SS-II for PCI and baseline clinical characteristics and clinical outcomes were compared across these groups.
Statistical analysis
Data were presented as mean ± SD if continuous and presented as number (percentages) if categorical. Differences between groups for continuous data were evaluated with the Student's t test or Mann-Whitney U test as appropriate. For categorical variables, differences between groups were evaluated with the Chi-square test. Patients were stratified according to tertile distribution of SS-II for PCI (SS-II ≤ 26, SS-II: 27-31 and SS-II > 31) and the clinical outcomes between these groups were determined using the Kaplan-Meier and compared using the Log-Rank test. Clinical outcomes according to tertiles of anatomical SS were also determined using the same method. Possible association between anatomical SS and SS-II for PCI with all cause mortality was performed using multivariable regression analysis with adjustment for age, sex, body mass index, smoking history, diabetes mellitus (DM), hypertension, hyperlipidemia, multivessel disease, COPD and CrCl. All statistical analysis was performed using SPSS 23.0 for Windows (SPSS, Inc. Chicago, IL, USA). All tests were twosided with an overall significance of alpha = 0.05.
Results
Baseline characteristics
All data from 80-89 years old patients undergoing PCI in Ruijin hospital (Shanghai, China) between 2012 until 2014 were collected. On the basis of exclusion criteria, a total of 308 patients were finally included in analysis. Mean value of SS-II for PCI was 28.66 ± 6.38. Baseline characteristics and the comparison between groups were presented in Table 1 . Patients in higher tertile of SS-II for PCI were associated with older, more proportion of female, shorter, more frequently had COPD and previous myocardial infarction with lower weight, LVEF, and CrCl. Angiographic characteristics according to tertiles of SS-II for PCI were presented in Table 2 . Patients in higher tertile had more proportion of three vessels disease and involvement of left anterior descending artery (LAD) and right coronary artery (RCA).
Primary and secondary endpoints
At one year, the rates of all cause mortality, cardiac mortality and MACCE was 7.5%, 5.8% and 13%, respectively. All cause mortality was 1.9%, 5.9%, and 14.7% in low, intermediate and high tertiles of SS-II for PCI, respectively (P = 0.002). Cardiac mortality was 1%, 3.9%, and 12.7% (P = 0.001) and MACCE was 6.7%, 16.7%, and 15.7% (P = 0.065). Primary and secondary endpoints for each tertiles of SS-II were shown in Table 3 . 
Predictive value of SS-II for PCI and anatomical SS in octogenarian
After adjusting for confounding factors, SS-II for PCI was independently associated with all cause mortality (Odds ratio: 2.77, 95% CI: 1.03-7.42; P = 0.043). Anatomical SS was not associated with all cause mortality after adjusting for the same confounding factors. Multivariable logistic regression analysis for all cause mortality was shown in Table 4 . Kaplan-Meier curves showed higher event rates for all cause mortality and cardiac mortality in higher tertile of SS-II for PCI (Log-Rank test P = 0.002 for all cause mortality and Log-Rank test P = 0.001 for cardiac mortality). However, this is not the case for MACCE (Log-Rank test P = 0.065) (Figure 1 ). Kaplan-Meier curves for all endpoints in anatomical SS showed no significant difference between groups (Log-Rank test P = 0.113, P = 0.121, and P = 0.081 for all cause mortality, cardiac mortality and MACCE respectively). These results suggest that, in octogenarian, scoring system like SS-II which incorporated clinical variable with angiographic variable was more accurate in risk stratifying and predicting mortality at one year.
Discussion
The main results of the present study were as follow: (1) SS-II for PCI predicted mortality among octogenarian patients undergoing PCI; and (2) risk stratification scoring system like SS-II which incorporating clinical variables with angiographic variable stratified octogenarian populations for clinical outcomes more accurate than anatomical SS.
The main strength of the present study was this study investigated the clinical outcomes of octogenarian population which were often excluded and underrepresented in large randomized controlled trials. Elderly population presented with more comorbidities than younger population and faced more procedural complications after PCI. [26, 27] Several studies showed that PCI in elderly population is feasible and risk stratification in this population is essential. [28] [29] [30] Teqn, et al. [31] found that in patients aged 80 years or more with NSTEMI or unstable angina, an invasive strategy was superior to a conservative strategy in the reduction of composite events (myocardial infarction, need for urgent revascularization, stroke and death). Risk stratification in elderly patients undergoing PCI has been studied in numerous studies. These studies suggested that clinical variables when combined with angiographic variable could predict clinical outcomes better than angiographic variable alone. [2, 3] Several studies investigated the capabilities of SS-II for PCI to appropriately stratify the risk of all cause mortality in patients in different subset of population after PCI. They suggested that SS-II was a more superior scoring system than anatomical SS in these patients. [22, 32] Similar to our findings, SS-II was more accurate in stratifying the risk of all cause mortality and cardiac mortality in our population. However, when predicting the risk of MACCE, no significant difference between these groups was detected (LogRank test P = 0.065).
The present study showed that risk stratification with anatomical SS showed no significant difference in predicting all-cause mortality, cardiac mortality and MACCE in our subjects. After adjusting for confounding factors, anatomical SS was not an independent predictor of mortality. These results suggested that, angiographic variable alone did not suffice to accurately stratify the risk of adverse ischemic outcomes in this population. This could be explained by the fact that octogenarians presented with more comorbidities highlighting the importance of clinical factors in risk stratification model in predicting clinical outcomes after PCI in this population. Several studies showed similar association of anatomical SS with clinical outcomes. In an analysis of CREDO-Kyoto PCI/CABG registry cohort-2 including only triple-vessel coronary artery disease, Tazaki, et al. [33] reported that the benefit of risk stratification with Other studies showed that addition of clinical variables into anatomical SS were proven to enhance its predictive value such as Clinical SYNTAX score [34] and Logistic clinical SYNTAX score. [35] The SS-II was developed by applying Cox proportional hazards to the results of the SYNTAX trial. [20] In the SYNTAX trial, increasing age was independently associated with mortality. [36] Hence, one of the clinical variables in calculating SS-II was age. The SS-II was calculated using the normogram which was presented in the development and validation of SYNTAX score II study. [20] The normogram assigned scores for the presence and magnitude of each predictor variable. However, in the age variable, the maximal age was 80 years, indicating that no incremental score was added to the subject above 80 years old. The fact that the maximal score was for 80 years old, indicates that octogenarian population was not or was underrepresented in this study. For the present study, since all the subjects were 80 years old or more, the maximal score (score assigned to 80 years old) was used instead.
The presence of DM was not associated to mortality in our study. This finding further confirmed the concept of SS-II, which did not include the presence of DM to the score. In the SYNTAX trial, DM was not an independent predictor of mortality and did not produce an interaction effect in affecting long term mortality between CABG and PCI. [36] Once again, octogenarian population was also underrepresented in these studies. The present study suggested that, even in octogenarian population, DM was not an independent predictor of mortality in patients undergoing PCI.
The limitations of the present study were as follow: first, this study was retrospective in nature; second, this was a small one center study with only 308 patients, with its limitation; third, anatomical SS calculation is associated with intraobserver and interobserver variability. Indeed, the calculation of anatomical SS in this study was performed by cardiologists with basic training in anatomical SS calculation. At last, the present study included octogenarian undergoing PCI only. Subjects undergoing CABG were not included in analysis.
In conclusion, in octogenarian population undergoing PCI, the SS-II stratifies and predicts mortality at one year more accurate than anatomical SS.
